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suicide risk

Bipolarity is important during 
treatment with antidepressants
Rubino et al have identified that most (if not 
all) of the excess risk of suicide in a group of 
patients treated with venlafaxine could be 
explained by a higher burden of risk factors 
for suicide. It may be true that this group of 
patients had more severe or “difficult to treat” 
unipolar depression, but it is also possible 
that bipolar features in this group may be 
responsible for the observed raised rates of 
suicidality. Perhaps because of limitations 
of space, the authors do not discuss this as a 
possibility, despite an adjusted relative risk of 
completed suicide of 4.94 (95% confidence 
interval 1.30 to 18.84) for “past history of 
bipolar disorder” (table 3).1

Recent work shows that at least 50% 
of difficult to treat unipolar depressed 
patients may have an undetected bipolar 
disorder,2 and it is now well documented 
that antidepressant monotherapy for bipolar 
depression runs a high risk of precipitating 
hypomanic or mixed affective states,3 which 
have been strongly associated with self 
harm and completed suicide.4 It is also the 
case that venlafaxine seems more likely 
than other antidepressants to precipitate a 
switch into hypomania or mania in bipolar 
depression.5 Furthermore, many of the 
variables reported by Rubino et al could be 
considered to point towards high levels of 
bipolarity in the venlafaxine treated group, 
including higher rates of a family history 
of psychiatric disorder, more frequent 
prescription of antipsychotics and mood 
stabilisers, a history of non-response to 
several different antidepressants, and more 
frequent lifetime depressive episodes.
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Suicidal and self harming 
behaviours may be distinct
Classifying the method as well as the 
motivation of self harm is important since 
the physiological mechanisms lead to 
different perceived and actual outcomes.1 If 
the motivation is truly suicidal, a non-fatal 
outcome is unsuccessful, but where the 
motivation is not suicidal, death is accidental.

Overdoses of drugs or poisons are more 
likely to be lethal and, if unsuccessful, to 
result in hospital admission, whereas self 
harm involving physical injury such as 
cutting or hitting an inanimate object is more 
commonly encountered in the community.

Suicide numbers in studies can be 
increased by including people who 
injure themselves using highly painful 
methods with low lethality, but suicide 
studies require differentiation between 
these groups to retain validity. If self 
harm patients who die accidentally are 
included this will have a skewing effect on 
postmortem studies of suicide.

In our clinical practices in the community 
we recognise many patients who regularly 
use low lethality, high pain methods such as 
cutting, scratching, or other physical trauma 
to modify mood. We have previously 
hypothesised an aetiology for this self harm 
based on an imbalance of endogenous 
opioids2 and have developed a treatment. 
Reductions in self harm behaviours 
were achieved by using low frequency 
transcutaneous electrical nerve stimulation 
(TENS)3 for a limited time, during 
which subsequent resolution of self harm 

behaviour and urges was achieved by using 
psychotherapy (unpublished data). In these 
cases we assumed a psychological stimulus 
for the enduring opioid imbalance and used 
Shapiro’s concept of adaptive information 
processing to address the root problems 
with trauma-specific eye movement 
desensitisation and reprocessing.4
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iQ and vegetarianism

Non-conformity may be hidden 
driver behind relation
The link between childhood IQ and 
vegetarianism in later life is perhaps not 
driven by a causal chain of mechanisms 
related to health.1 As the number of 
vegetarians in the population is low, 
vegetarianism could be considered as a type 
of non-conformist behaviour.

Non-conformist behaviour may threaten 
the extent to which a person belongs to 
a social group, or has the potential of 
enlarging the psychological distance from 
others. People who deviate from the group 
are more likely to be punished, ridiculed, 
or even rejected by other group members.2 
Acquiring resources in isolation is more 
difficult than in groups.3 The need to belong 
may therefore reduce people’s inclination 
to act in a non-conformist way. However, 
general intelligence is a strong predictor 
of future resources.4 5  Highly intelligent 
people can afford more non-conformist 
behaviour because of their capacity to 
secure resources in isolation. Therefore, 
we propose that as general intelligence 
increases, the need to conform to group 
norms decreases.
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To test this hypothesis, we measured 
the “need for uniqueness”5 and general 
intelligence. The need for uniqueness 
is measured by a scale with statements 
indicating a low level of conformity, such 
as “I often dress unconventionally even 
when it’s likely to offend others.”  Our study 
(32 men, 14 women) showed a significant 
positive relation between the need for 
uniqueness and general intelligence (r=0.35, 
P=0.017). This relation was similar for men 
(r=0.32) and women (r=0.46).
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endometriosis

Infertility set in context
With an evidence based approach, Farquhar 
reviews the most outstanding aspects of 
endometriosis.1 Nevertheless, we were left 
with the impression that some important 
issues are in need of further clarification.

A systematic review has shown an 
improvement in pregnancy rates after 
laparoscopic treatment of endometriosis 
for women with infertility,2 but this 
improvement seems to be true only for mild 
or minimal endometriosis and its effect on 
more advanced stages remains uncertain.3 4 

A recurrence of endometriosis does 
not inevitably mean further surgery. The 
evidence supporting systematic surgery 
for asymptomatic endometriosis is poor, 
and it has been suggested that re-operation 
is not always indicated for recurrent 
endometriosis. Transvaginal aspiration might 
prove to be a reasonable alternative for 
some patients to reduce impact on ovarian 
reserve as well as other potential surgical 
complications associated with re-operation.3

Whether endometriosis affects outcomes 
in the context of artificial reproductive 
techniques is still under debate3; it has been 
proved in a recent systematic review that 
down-regulation with GnRH agonists for 
three to six months before starting in vitro 

fertilisation quadruples the odds of clinical 
pregnancy.5 Early referral to centres of 
excellence and early treatment of infertility 
should be considered in these patients.3
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racism in the nhs

Doctors who look and speak 
differently may be mistrusted
The experiences of the anonymous doctor1  
are transferable to the thousands of visible 
minority doctors attempting to find career 
progression, satisfaction, and a sense of 
belonging in the NHS. Those who come 
to the United Kingdom having trained 
elsewhere are much less equipped to face 
these challenges.

It may be useful to remind ourselves what 
racism is. The Oxford Dictionary defines it as 
a belief in the superiority of a particular race 
and the prejudice based on this; antagonism 
towards or discrimination against other 
races and the theory that human abilities, 
etc, are determined by race.2

On a day to day basis, in the health 
service, racism often translates to discomfort 
and mistrust of doctors who look and 
speak differently. Such mistrust has serious 
consequences for many ethnic minority 
doctors. The threshold at which errors are 
tolerated is much lower, and the way the 
system will respond to the same errors 
made by these doctors compared with white 

doctors is different. This is partly responsible 
for the disproportionate number of ethnic 
minority doctors who appear before the 
fitness to practise committee of the General 
Medical Council. Even more serious is the 
disproportionate number of ethnic minority 
doctors who go to jail for manslaughter. 
Similarly progress to executive positions 
in hospital trusts or royal colleges is more 
difficult for these doctors. They are also 
under-represented in clinical excellence 
awards.
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Everyone has a race card
The debate on racism should be about the 
impact of expressed behaviour, rather than 
about intent.1 Hence the absurd incessantly 
repeated refrain of “I know XYZ, and he’s 
no racist,” even after XYZ may have said or 
done something that is in fact unequivocally 
racist. By making it a commentary on 
the whole of that person’s “character,” 
it becomes expedient to minimise and 
even rationalise certain behaviours on the 
grounds that they occur “infrequently,” are 
“aberrant,” or are “not indicative of the 
norm,” etc. We wouldn’t do this if someone 
had picked up a chair and thrown it at 
someone, would we? “I know XYZ and he’s 
completely non-violent.”

We need to become more perspicacious 
and industrious about helping individuals 
see the impact of their daily low level 
bigotry in the lack of leeway they give to 
certain others, in the generalisations they 
make, in the disbelief they express even 
as these others describe their experiences 
of marginalisation, exclusion, harassment, 
ridicule, and even assault.

A mainstream person also has a race 
card—and he or she plays it far more often 
than a visible minority—because it is worth 
far more than the discredited race card of a 
visible minority. It is a trump of disbelief and 
dismissal—the ultimate form of prejudice 
where the person in the mainstream denies 
even the daily lived reality of his or her 
visible minority counterparts and colleagues.
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